points in common, and it is not to be wondered at that the mistake is so often made.
In Case V the decidual cast was a complete one, such as one not unfrequently gets in cases of uterine abortion; all the above symptoms were present, and the patient had been taking a mixture presumably containing ergot, so that it was natural for the medical attendant and myself to conclude that the case was one of ordinary abortion, and, when I examined and found the sactosalpinx, the long history of pelvic pain made me conclude that she was suffering from pyosalpinx. Fortunately, on account of the tubal distension, I curetted the uterus very gently, and so did not bring about a second internal haemorrhage.
As the mistake, then, is so easily made, I should anxiously entreat everyone, who has to do with what is apparently a uterine abortion, to first of all enquire carefully into the history and general condition of the patient, and then make a careful bimanual examination. In diagnosing tubal abortion or rupture, the points of distinction on which stress should be laid are as follows:?(1) The condition of the patient would almost always be much more serious than in uterine abortion; (2) the uterus would not likely be of exactly the same shape, size, and consistence; (3) the decidua would show no trace of chorionic villi; (4) a boggy swelling would be felt at the side of or behind the uterus, manifestly tubal, as evidenced by feeling the isthmic portion of the tube connecting it with the uterus, and generally more movable than would be the case with a pyosalpinx; and (5) probably pulsation would be more marked in the corresponding fornix than in the other. 
